Integrated behavioral health and primary care is a patient-centered approach designed to address a person's physical, emotional, and social healthcare needs. Increasingly, practices are integrating care to help achieve the Quadruple Aim, yet no studies have examined, using qualitative methods, patients' experiences of care in integrated settings. The purpose of this study was to examine patients' experiences of care in community-based settings integrating behavioral health and primary care. This is a qualitative study of 24 patients receiving care across five practices participating in Advancing Care Together (ACT). ACT was a 4-year demonstration project (2010)(2011)(2012)(2013)(2014) of primary care and community mental health centers (CMHCs) integrating care. We conducted in-depth interviews in 2014 and a multidisciplinary team analyzed data using an inductive qualitative descriptive approach. Nineteen patients described receiving integrated care. Both primary care and CMHC patients felt cared for when the full spectrum of their needs, including physical, emotional, and social circumstances, were addressed. Patients perceived personal, interpersonal, and organizational benefits from integrated care. Interactions with integrated team members helped patients develop and/or improve coping skills; patients shared lessons learned with family and friends. Service proximity, provider continuity and trust, and a number of free initial behavioral health appointments supported patient access to, and engagement with, integrated care. In contrast, patients' prior experience, provider "mismatch," clinician turnover, and restrictive insurance coverage presented barriers in accessing and sustaining care. Patients in both primary care and CMHCs perceived similar benefits from integrated care related to personal growth, improved quality, and access to care. Policy makers and practice leadership should attend to proximity, continuity, trust, and cost/coverage as factors that can impede or facilitate engagement with integrated care.
INTRODUCTION
In the USA, an increasing number of local, regional, and national initiatives are aimed at enabling the integration of behavioral health and primary care across diverse settings [1] [2] [3] [4] [5] [6] [7] [8] . Integrated care is a patient-centered approach designed to identify and address the majority of a person's physical and behavioral healthcare needs irrespective of setting [9] [10] [11] . Clinicians in integrated settings work together in teams using consultation, coordination, and collaboration [12] to treat patients' acute and/ or chronic physical health conditions as well as a full spectrum of behavioral health needs (e.g., depression and anxiety, substance use conditions, health behavior change, life stressors, stress-related physical symptoms) [11, 13, 14] .
Robust evidence from randomized trials and observational studies indicates that integrated care is associated with the achievement of Quadruple Aim objectives [15, 16] through improved quality, better experience of care, controlled costs, and clinician satisfaction [17] [18] [19] [20] [21] [22] [23] [24] [25] [26] [27] [28] [29] [30] [31] [32] [33] . This body of quantitative research demonstrates the effectiveness of integrating primary care into community mental health centers (CMHCs) and for integrating behavioral health services into primary care [34] [35] [36] [37] [38] [39] [40] [41] . Increased access to needed physical, emotional, and social care may be a primary driver of effectiveness in integrated settings [42] [43] [44] [45] [46] [47] [48] .
Implications
Practice: Practice leaders are encouraged to build physical and organizational structures that enable engagement of behavioral health providers, primary care clinicians, and practice staff in the same setting in response to a patient's presenting needs.
Policy: Patients reported benefits from integrated care. Combined with other research that shows integrated care improves patient outcomes, policies are needed that make integrated care financially accessible and support provider continuity.
Research:
Research is needed to evaluate the level of services available to patients and the associated improvement in care over time in both healthcare indicators and intermediate process outcomes (e.g., coping skills).
Although qualitative research describes how practices are implementing integrated care [8] and explores provider [19, 42, 46] and administrator [12, [49] [50] [51] [52] [53] [54] [55] perspectives, our team found no studies using qualitative methods to explore patients' experiences receiving care in these settings [56] [57] [58] [59] [60] . Quantitative studies demonstrate that patient satisfaction of care significantly increases following integration of care [25, 61] . However, quantitative instruments designed to assess patient perspectives on integrated care for research and quality improvement purposes have been developed using expert opinion rather than patient perspectives [62] .
Qualitative research engaging the end users of integrated care (i.e., patients) may provide novel, critical insight into what aspects of integrated care delivery they identify as important. Our overall evaluation of Advancing Care Together (ACT) [14, 63, 64] found both significant and clinically meaningful improvements in clinical outcomes following integration of care across diverse, community-based primary care and behavioral health settings [65] . Importantly, the community-based clinics and CMHCs that participated in ACT were able to make progress toward Quadruple Aim objectives using models of integrated care that were incremental and adapted to the needs and constraints of their local, real-world conditions, not an experimentally controlled context [8, 12, 14, [53] [54] [55] [65] [66] [67] [68] [69] . Therefore, we conducted this study to understand patients' perceptions of the care they received in ACT clinics and if these elements differ based on a patient's specific behavioral or physical health needs and/or the location of care.
MATERIALS AND METHODS

Design and context
We conducted semi-structured interviews to examine patients' experiences with integrated care. Patients were identified from practices participating in ACT, a 4-year program (2010-2014) funded by The Colorado Health Foundation to test strategies for integrating physical and behavioral health services in real-world primary care practices and CMHCs [14, 64] . ACT practices each designed their approach to integrated care to meet their patients' needs and to fit the resources in their community. Practices received minimal funding ($50,000 per year) to offset the costs of participating in the mixed methods evaluation [63] .
Setting and participants
We purposively selected five ACT practices (two CMHCs, three primary care practices) from which to draw the patient interview sample. These practices had hired staff, were tracking clinical indicators, and were actively delivering integrated care. As summarized in Table 1 , practices varied in their ownership, patient panel size, and the activities undertaken to deliver integrated care [8, 14] . Additional information about ACT practices and key aspects of their experience integrating care are detailed in prior publications [12, 14, [53] [54] [55] [66] [67] [68] [69] .
Practices used a tracking sheet to monitor patients who were exposed to the intervention and the level of care received. We reviewed de-identified tracking sheets to identify a maximum variation sample of adult patients seen at each practice in the past 3 months based on age, gender, and the level of integrated care received. To enable comparison, we specifically identified some patients that may not have been exposed to integrated care. We provided a list of approximately 20 patients to the staff champion at each practice with a goal of interviewing five patients per practice. The staff champion contacted patients on this list by telephone to ask if they were interested in participating in an interview about care received. Forty-seven patients agreed to have their contact information shared with the evaluation team. We mailed interested patients a letter explaining the study and a copy of the information sheet, then followed up with a phone call within 1 week to answer questions, obtain informed consent, and schedule an interview time.
Data collection and management
We conducted 25 in-depth interviews; 22 additional patients could not be reached, declined participation, or did not attend their scheduled meeting. All interviews were conducted in 2014, at the end of the 4-year program. The interview guide (see Appendix) was designed to capture the richness and nuances of patient experiences with integrated care. Questions were designed to elicit the full spectrum of patient care received during ACT, including both positive and negative experiences as well as care that was primarily physical, behavioral, or integrated. The guide was refined based on feedback from project consultants and field-testing with community members. Interviews were conducted in person (n = 8) and by phone (n = 17) in the patient's primary language (i.e., 2 in Spanish, 23 in English). Interviews lasted an average of 25 min (Range: 12-52 min). Participants received a $25 gift card for their time.
We collected interviews until saturation was reached, which is the point at which thematic patterns repeat [70, 71] . Interviews were audio-recorded and professionally transcribed. We checked transcripts for accuracy, removed identifiers, and transferred data to Atlas.ti (Version 7.0, Atlas.ti Scientific Software Development GmbH, Berlin, Germany) for data management and analysis. We discarded one interview because of poor audio quality, leaving 24 for analysis. This study was approved by the Oregon Health & Science University Institutional Review Board (#7497).
Analysis
A multidisciplinary team with expertise in psychology, communications, primary care, integrated care, and public health analyzed the data. We analyzed interviews using an inductive qualitative descriptive approach to provide a rich, yet straight forward description of the experiences of interest, suggest hypothesis, and inform theory formulation and concept development [72] [73] [74] . We chose not to use existing theories or models to guide the process because we wanted to understand patients' experiences with integrated care in an unmotivated way [75] .
We accomplished our analysis in three steps. First, we met weekly to analyze individual patient interviews. This involved reading and reviewing transcripts individually, then discussing as a team the larger patterns within and across patient interviews. Through this process, key findings from the interview were identified and coded (e.g., access to care, integration story). In a second step, we explored how emerging findings manifest across patients paying attention to potential similarities and differences, for example, by setting of care and type of care received. In this step, we noticed that patients reported similar experiences of integrated care regardless if they were seen in what had begun as a primary care setting or a CMHC. Preliminary themes were formulated and discussed by the group with the aim of refining our findings and making connections with the relevant literature. In a third and final step, we comprehensively reviewed each patient's rich personal story in light of the emergent themes looking for outliers or disconfirming cases. Our use of reflexivity, multiple reviewers, data saturation, and an audit trail are associated with trustworthiness and rigor in qualitative research methods [70, [76] [77] [78] . In presenting our results, we use unique codes for each practice (e.g., Practice A) and present generalized case summaries from our data using patient pseudonyms.
RESULTS
We interviewed patients from integrated settings that began as CMHCs (n = 11) and as primary care practices (n = 13). As summarized in Table 2 , 67% of the patients we interviewed were female and the average age was 50. Nineteen patients described their experiences receiving integrated care; five male patients reported engaging with the practice for an acute medical condition and did not mention receiving integrated care. Regardless of the initial setting type (i.e., primary care, CMHC), patients described experiences with integrated care that A Private, not-for-profit CMHC located in a rural setting with 7,904 annual visits. As part of ACT, this practice built a new facility that provided both traditional mental health services and primary care; the primary care team also had an embedded BHC. Medical and behavioral health needs were identified through systematic screening or by clinical discretion during patient encounters. Transitions between team members were supported through a warm handoff or by referral. An electronic tool was developed to support information exchange between the separate behavioral health and medical electronic health records at the point of care.
(25)
B Private, not-for-profit CMHC located in a suburban setting with 4,732 annual patient visits. The CMHC partnered with an FQHC system and a substance abuse treatment center to integrate a primary care team that included a physician's assistant, medical assistant, care coordinator, and substance abuse counselor into an existing CMHC facility. Patients were seen by the primary care team in a separate wing of main CMHC; patients who lacked a current primary care provider were eligible for treatment at the integrated primary care clinic. Within the primary care clinic, identification of behavioral health challenges (substance use) was done through screening or clinician discretion and transitioned using a warm handoff or warm referral based on staffing coverage.
(21)
C Clinician-owned primary care clinic located in an urban setting with 47,476 annual patient visits. During ACT, the clinic partnered with the co-located behavioral health agency to embed BHCs directly in primary care. These BHCs remained employees of the behavioral health agency and were contracted to work in primary care. Identification of a behavioral health need was done primarily through clinician discretion, and care was transitioned via warm handoff.
D Private, not-for-profit FQHC located in a suburban setting with 14,924 annual patient visits. Prior to ACT, BHCs were co-located on the primary care team; ACT enabled additional BHC coverage and an increased focus on high need populations. Identification of behavioral health needs was primarily accomplished through systematic screening; care transitions were supported by a warm handoff.
(8)
E Clinician-owned primary care clinic located in a suburban setting with 15,600 annual patient visits. Although a psychologist rented space at the clinic after hours to provide services, ACT enabled the clinic to partner with the local CMHC to hire, train, and supervise a co-located BHC and to expand health coaching services. Identification of behavioral health needs was accomplished through systematic screening and clinician discretion. Care transitions were approached via referral and warm handoff as the practice experimented with staffing, scheduling, and payment structures.
(25)
CMHC community mental health center; FQHC federally qualified health center; ACT advancing care together; BHC behavioral health consultant. were more similar than different. Three main findings are described in detail subsequently.
Patients feel cared for in the context of integration
Patients felt cared for when integrated teams addressed the full spectrum of their presenting needs; they noticed when clinicians spent time with them to understand how life circumstances related to physical or behavioral health symptoms. Life events led patients to seek care across these settings (e.g., job change, medical procedures, interpersonal struggles).
As illustrated in Fig. 1 , Patient Case 1-which portrays one mother's experience-patient care stories frequently included descriptions of interacting physical, emotional, and social factors and how practice teams helped patients make treatment decisions and/ or manage complicated life circumstances. Accompanying these stories were details regarding patients' social histories and the chronic conditions they experienced. A 62-year-old woman described her 5-year history of working with the practice to manage multiple chronic conditions (e.g., thyroid, high blood pressure, stage 3 kidney disease, depression). Her recent experience with integrated care revolved around concerns about her husband's health and preparing for her fifth hip surgery for osteoarthritis pain:
[t]he surgeries get harder mentally and emotionally. Knowing that your life is going to stop again…It's hard.
[The BHC] has been a life saver for me. … I know now that I need to go in and see her pre-op … she helps me to slow down and not have as huge an expectation or disappointment in myself. And that is crucial to me for going into surgery in the first place. 
Patients reported benefits of integrated care
Patients described personal, interpersonal, and organizational benefits of integration, regardless of Service proximity, relationship continuity, trust in practice members, and cost could facilitate or impede how patients experienced integrated care. To patients, access and engagement with services was enhanced by the convenience of having multiple services "under one roof." One woman with a history of depression, high cholesterol, blood pressure, and diabetes commented: Having services in the same location enabled patients to engage with medical and BHC team members when a need was identified using a warm handoff as described by the following woman: However, practices needed to define the roles of practice team members clearly in integrated settings. One patient discontinued integrated services because of perceived redundancy (e.g., medical clinician and BHC were discussing the same things in different encounters).
Patients highlighted the importance of continuity and trust in practice team members. Patients appreciated continuity in both clinical providers and practice staff. They also reported trusting practice team members, which helped them engage with a new medical doctor or BHC to which they were introduced. Trust was also used to alleviate patient fears around service engagement, particularly for behavioral health care. One patient described how she had "been in therapy years and years ago… [and] hesitated about coming back to therapy again [because] I didn't want to drag up all the old stuff." (Patient 21, Practice E) Her medical clinician allayed these fears by describing the brief, problem-focused approach their BHC used, and connecting the patient to needed services. Continuity and trust also allowed patients to move in and out of treatment as needed. For example, a male patient commented, I haven't seen [the BHC] in a while, but nothing's really come up I need her to help with. When I need help, I know she'll see me." (Patient 11, Practice B) However, patients also described limited access to integrated care team members because clinician turnover disrupted continuity. One patient (#20, Practice E) described how she only received one of the free sessions she was allotted because the BHC went on leave, even though the patient "needed to really go back." Another patient (#7, Practice B) worked with four different case managers who "kept him stabilized" but the staff were now "all gone." Additionally, patients described when they discontinued integrated care because of challenges with provider "match" (e.g., BHC had gone to school with patient's son, primary care clinician would not provide patient with requested pain medications, clinician was brusque/only looked at computer screen).
Cost was also an important factor. Practices provided a number of appointments with the BHC for free and helped patients obtain coverage for primary care services; patients noted they would not have been able to access these services otherwise.
One patient (#21, Practice E) stated, "Initially I came here and I had company paid health insurance…now I pay it myself…I've been able to come see [the BHC] without any charge, that's really been helpful." Participants reported that practice teams helped connect them with affordable treatment options in the community when integrated services were not covered by insurance or cost too much. Payment/insurance coverage barriers were an issue for patients that needed behavioral health treatment beyond what was offered in the integrated setting as insurance limited the number and type of visits and the provider they could see. A patient (#15, Practice C) commented, "I came to see [the BHC] for the allotted three times [for free]...[insurance] won't pay after that." Patients expressed hesitancy to establish care with new BHCs. As illustrated in the following quote, patients did not always follow-up on care when referred out to other services or transferred to another provider in the practice:
We really, really hit it off, but then when my insurance wouldn't cover it, it really took a toll on me because I like to keep the same counselor. 
DISCUSSION
Patients sought care for events in their lives and described how clinical teams helped them manage physical, emotional, and social challenges. They described working with practice teams to address their presenting needs as well as learning new coping skills. In addition to these direct benefits, patients encouraged friends and family to seek integrated care and noted that integrated care improved how practice teams communicated and coordinated around their care. Patients also reported that access to and engagement with integrated services was fostered by the physical closeness of services, as well as continuity and trusting relationships with clinical team members. Lack of continuity, patient-clinician mismatch, and cost/coverage barriers made it difficult for patients to engage in and to sustain integrated care. Although we looked for differences in patient experience based on the setting of care (i.e., initially primary care clinic or CMHC), patients reported experiences that were more similar than different across these settings.
To date, various studies have explored provider and administrator perspectives of integrated care [12, 54, 67] and provider satisfaction with integrated care [13, 79] . Our study is one of the first that uses qualitative methods to examine how patients experience integrated care in both community-based primary care and CMHC settings. The study findings add to a growing body of research on patient-centered care and patient experience of team-based care [57, 59] and emphasize how patients appreciate being seen by medical professionals as people with complex lives, not just health conditions [58, 80, 81] . For example, comprehensive care has been defined by the American Academy of Family Physicians as, "the concurrent prevention and management of multiple physical and emotional health problems of a patient over a period of time in relationship to family, life events, and environment." [82] These results affirm the important role of integrated care as a component of the patient-centered medical home [25, [83] [84] [85] . Further, our findings highlight the importance of implementing staffing structures in primary care and CMHC settings that enable a more comprehensive approach to providing care that transcends the traditional silos of medical and behavioral healthcare and supports treating the whole person [11, [86] [87] [88] .
The study findings highlight important dimensions of access to care, which includes finding providers who meet patient needs [89, 90] . While cost of care, particularly for behavioral health, was identified as a factor that limited patient access to integrated services, continuity and trusting relationship with clinicians and staff were also critical [91] [92] [93] [94] . Interpersonal rapport enabled patients to come in and out of care as needed and supported the transfer of trust between clinical professionals [95, 96] . One finding that surprised our team was that patients' stories of care were similar across settings regardless if a setting began as a primary care practice or CMHC. This may be because patients perceive comprehensive care as the norm [82] , rather than the fragmented care supported by our current health system. It may also relate to the structure of integrated practices, as we observed that CMHCs embed small integrated primary care practices within their larger structures, which may include BHCs and care coordinators in addition to a medical assistant and primary care clinician. Studies to describe how CMHCs integrate care and the associated impact on patient experiences warrant further exploration. Interestingly, regardless of the level and type of integrated care patients received, none of the participants mentioned feeling stigmatized. This complements the growing body of research that suggests integrating care holds promise for reducing barriers associated with treatment stigma for behavioral health needs [26, 97, 98] and in accessing physical health for patients with serious and persistent mental illness [99] .
This study has a few notable limitations. First, patients choose whether or not to participate in this study, and we know little about those that we did not interview. It is possible that patients who agreed to participate were different in some way (e.g., that they had positive experiences with integrated care), and more research is needed to examine if our findings will generalize to the wider population. However, to reduce potential bias in the selection process, we used a rigorous, blinded method to identify our patient sample from five diverse practices. These patients presented with a wide range of physical and behavioral health needs and received various levels of integrated care. Second, we conducted interviews in person as well as over the phone to accommodate patient preferences; while interaction medium may influence patient disclosure, we did not find this to be the case in our sample. Third, while our research approach was to appreciate patient experience from their perspective, while minimizing our own a priori theories and hypotheses, it is impossible to control completely for how our own preconceptions influenced our way of seeing these data. We minimized the influence of bias by having a multidisciplinary team who held each other accountable for their preconceptions during data analysis [100] .
This study has implications for policy makers, practice leaders, and for researchers. First, patients perceived benefits from integrated care related to personal and interpersonal growth and improved quality and access to care, regardless of the initial setting type. Patients described how service proximity, continuity, and trust in practice members, and cost could facilitate or impede their experience with integrated care. Combined with other research that shows integrated care improves patient outcomes, policies are needed that make integrated care financially accessible and support provider continuity [12, 15] . Second, practice leaders are encouraged to build physical and organizational structures that enable engagement of behavioral health providers, primary care clinicians, and practice staff in the same setting in response to a patient's presenting needs [54, 55, 67] . To optimize integrated care delivery, this may include establishing pathways to multiple BHCs to facilitate interpersonal matches (e.g., if gender, age, or prior relationships may be of concern) and advocating for continuity of care in case when patient-provider rapport has been established. Finally, researchers should utilize our findings to conduct longitudinal studies of integrated care that evaluate the influence of multilevel factors on clinical health care indicators (e.g., depression, physical health) and intermediate process outcomes (e.g., coping skills) in relation to the level of integrated care available to patients, their insurance coverage (if any) as well as payment strategies that support and enable sustained implementation of integrated care over time. 
APPENDIX: ACT PATIENT INTERVIEW GUIDE
The questions below are the general topic areas we will explore with interview participants. These questions will be modified in light of what is learned during the interview and to fit the experiences of the interviewee.
Introductory script
We are recording interviews so we can accurately capture patients' experiences in their own words. This interview will be transcribed and all proper names and places will be coded to protect your identity and privacy. Do I have permission to audiotape our interview?
Thank you for participating in this interview. My name is _______and I am part of a research team that is studying a program called Advancing Care Together or ACT. ACT is working with 11 clinics in Colorado to discover ways to bring together physical and behavioral health care for patients in one location. Your practice [insert name] is participating in ACT, and I have been working closely with them over the past couple of years to learn how their work is going.
First, I would like to tell you a bit about myself. [hit on probe topics below]. 
Grand Tour Questions
We are talking with you today because your clinic is involved in the ACT program, and because you visited [name of clinic] in the last 6 to 12 months. During that time you received help with a health care concern. I'd love to hear more about this. 2 Please tell me the story of the health concern that that brought you into the clinic. Take your time. Thank you so much for sharing that story. That was really wonderful, and I appreciate it. Now, we like to talk with you about the things that help you to be healthy and well. We are going to use the word wellbeing. 5 What does wellbeing mean to you?
When we talk about wellbeing, we mean your physical health and wellness -how your body is doing. This includes things like exercise, eating and sleeping, as well as your mental health; how your mind is doing, and how you are feeling --your happiness or sadness, or your state of mind. 
